Background
Introduction
Multiple types of surveys and methodologies are required to map polio immunisation coverage and collect data for planning, implementation and monitoring of polio immunisation campaigns. [1, 2] These surveys often involve collection of a combination of geospatial and sociodemographic data from multiple households within multiple communities across different regions of a country. Sample sizes vary according to activity-specific methodologies, which include lot quality assurance sampling (LQAS) and cluster-based sampling, and hundreds of individual and household records are required to be completed on paper forms. [2, 3] These paper forms must be printed, distributed to the field, completed, collected, and returned for data entry. Data must be manually double entered, by separate data entry clerks, into a computer database and compared to reconcile discordant entries against the original paper copy. The paper forms must then be stored securely for a minimum period of two or five years after publication according to national and international guidelines. [4, 5] This process can be time consuming and costly to implement and there is potential to introduce error at each stage. There has been concern over the quality of polio supplementary immunisation activity (SIA) data, which may be delayed and incomplete due to errors in the above process, and can impede efforts to achieve polio eradication. Independent monitoring guidelines recommend that results of SIA monitoring be posted internationally within two weekly of each campaign. [2] The 2010-2012 Global Polio Eradication Initiative (GPEI) strategic plan emphasised that "the gap in credible and timely SIA coverage data to assess risks and guide improvements has been a continuing constraint in both endemic and in re-infected countries." [6] Adoption of standardised guidelines and methodologies, and access to timely and reliable data, thus remains a challenge for polio immunisation programs, particularly in insecure and inaccessible areas. Use of mobile information technology may help in enabling standardised data to be collected in real-time, and several advantages have been discussed that could help to inform and improve decision-making for polio programming and response. Electronic data collection has been proposed as a solution to many challenges faced by paper-based surveys and is increasingly being adopted in a number of public health programs, including the integrated management of childhood illness [7] , community epidemiology [8] and neglected tropical diseases. [9] Moreover, open source applications hosted on the Android (Google Inc.) platform, including Open Data Kit (ODK; www.opendatakit.org) [10] , have enabled public health managers and epidemiologists with limited software programming experience to utilise mobile information technology for public health programming. Android-based smartphones offer additional capabilities including built-in global positioning systems (GPS) functionality and other applications that can be integrated into electronic data collection, including barcode scanning, digital photography and automated timestamp information. Mobile information technology also enables other data sources, including census and mapping data, and other tools for data visualisation, including Google Maps [11] , to be more readily integrated into the process of data collection, reporting and analysis. [12, 13] 
Methods

Study setting
South Sudan is situated in the "wild poliovirus importation belt", a band of countries stretching from West Africa to the Horn of Africa, which are vulnerable to re-infection with imported poliovirus. In May 2013, the Horn of Africa, which had been polio-free for several years, suffered an importation of wild polio virus that first affected Somalia and then rapidly spread to the neighbouring countries of Kenya and Ethiopia. [14] South Sudan is at high risk of an outbreak given its borders with Kenya and Ethiopia, low rates of vaccination coverage and population displacement following recent insecurity and internal conflict.
An emergency national round of polio immunisation took place in South Sudan in November 2013, led by the Ministry of Health. The South Sudan Red Cross Society supported this campaign by mobilising 840 volunteers to conduct community and household-based education and awareness in 24 counties of Western, Central and Eastern Equatoria states. The International Federation of Red Cross and Red Crescent Societies (IFRC) provided technical support to SSRC and supported national training of trainers of 52 Red Cross supervisors in Juba. Supervisors were trained in the application of mobile information technology for mapping, survey methodology and electronic data collection. Each Red Cross supervisor was responsible for 20 volunteers (working in teams of two) and was allocated payams (districts) in which to work during the polio campaign. A one day training of Red Cross volunteers took place in the respective payams prior to activities starting in November 2013. Due to on-going insecurity in South Sudan, this report only includes results from 41 supervisors (and their smartphones), which were returned in time for the publication of this study.
Study design
For four days prior to the November 2013 polio immunisation campaign, Red Cross volunteers conducted community and household visits to raise awareness of the campaign and importance of children being vaccinated. An estimated 252,078 households and 428,533 children under five were reached during social mobilisation activities. [15] At the same time, Red Cross supervisors (each responsible for 20 volunteers who worked in teams of two) conducted precampaign household surveys using an Android-based smartphone to map immunisation coverage and identify areas not included in prior vaccination campaigns.
Intra-campaign monitoring took place during the four days of the polio immunisation campaign itself. Supervisors were allocated one or two payams during the national training and each was responsible, in consultation with the local district health team, for selecting a minimum of four villages within each payam for monitoring. Each supervisor then used simple random sampling to select ten households in each village for interview. South Sudan national census data from 2010 [16] were used to select and allocate payams to individual supervisors and payam level information was included within the electronic questionnaires to enable geocoding of households to take place independently of collection of GPS co-ordinates.
The post-campaign survey took place over two days immediately following the polio immunisation campaign and a two-stage cluster random sampling design was used to select the sample. In the first stage, 200 clusters (payams) were randomly selected with probability proportional to the estimated population using computer generated random numbers. National census data were used to determine the sampling frame. [16] In the second stage, simple random sampling was used by the supervisor to select twenty households from within each cluster to be interviewed.
Data collection and management
Electronic questionnaires were designed in extended mark-up language (XML) and uploaded to Android-based smartphones for activities of pre-campaign mapping, intra-campaign supervision and post-campaign survey. Each questionnaire was programmed for the Open Data Kit (ODK) application and skip logic algorithms were used. GPS co-ordinates of each household were recorded as part of the questionnaire. All household interviewers received appropriate training in the use of mobile phones and appropriate interview techniques. Data verification was used to ensure information entered was valid and the system provided the flexibility to have multiple language translations.
Due to the emergency nature of the polio campaign in South Sudan, it was not possible to establish a data contract with the mobile phone operator prior to the start of the campaign and so data were not uploaded in real-time. Instead, data were uploaded from the Android-based smartphones to a server on their return to Nairobi and this database was subsequently downloaded, coded and cleaned. Data were imported into STATA version 12.1 (Stata Corp; College Station, TX) and restructured using the reshape command according to the number of children under five residing in each household.
Statistical analysis
A relative index of socio-economic status for each household was calculated based on 16 variables that coded household construction (floors, walls, roof) and assets. [17, 18] Principal component analysis was used to define an appropriate weight for each item.
[19] The index is the first principal component, since it summarises the largest amount of information common to household construction and assets. The first principal component explained 20.8% of the variability in the 16 variables and gave greatest weight to the household floor constructed of cement (0.44), roof constructed of iron sheets (0.36), walls constructed of bricks or blocks (0.26) and ownership of a phone (0.23) in the household. The first three eigenvalues were 3.32, 1.67, and 1.47 and accounted for 20.8%, 10.5%, and 9.2% of the variation, respectively.
Associations between variables were considered significant at p-value < 0.05 in univariable analysis. Odds Ratios, with associated 95% confidence intervals and p-values, are presented where appropriate. All data were analysed using STATA version 12.1.
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Results
Pre-campaign mapping
A total of 4,415 children under five, 2,850 households and 56 payams were included in the precampaign mapping exercise. All households were geocoded to the level of the payam and just under half of households surveyed had GPS co-ordinates recorded. Reported polio immunisation coverage (by maternal recall) was above 80% (prior to the November 2013 campaign), which varied by state, county and payam (Table 1) . A total of 25 payams mapped were identified with less than 90% reported immunisation coverage (by maternal recall) during previous rounds (Table 1) . Households had more than seven times higher odds of being vaccinated if they had prior awareness of the campaign (OR 6.8, 95% CI 5.6-8.3, p < 0.001) and the least poor households were more likely be vaccinated than the most poor (OR 2.5, 95% CI 1.9-3.2, p < 0.001) ( Table 2 ). The least poor households were also more likely to be aware of the polio campaign than the most poor (OR 5.6, 95% CI 4.1-7.6, p = 0.001) ( Table 3) .
Intra-campaign supervision
During community and household visits, Red Cross supervisors conducted household surveys to monitor Red Cross volunteer activities during social mobilisation and education activities. A total of 3,020 households and 60 payams were included in the intra-campaign supervision exercise. All households were geocoded to the level of the payam and nearly half of households had GPS co-ordinates recorded (Fig 1) . Nearly 98% of households reported receiving a Red Cross visit during supervision monitoring. Households that received a Red Cross visit had significantly higher odds of being aware of the polio campaign than those who did not (OR 16.9, 95% CI 10.1-28.2, p < 0.001) ( Table 3) .
Post-campaign survey
For four days after the November 2013 polio campaign, Red Cross supervisors conducted a post-campaign survey to determine education and immunisation coverage. A total of 3,998 Fig 2) . A total of 11 payams surveyed were identified with less than 90% reported immunisation coverage of children under five ( Table 1 ). The least poor households had significantly higher odds of being vaccinated than the most poor (OR 2.2, 95% CI 1.4-3.4, p = 0.001) ( Table 2 ). 95.6% of households were aware of the November 2013 immunisation round and households had significantly higher odds of being vaccinated if they had prior awareness of the campaign taking place (OR 6.4, 95% CI 4.4-9.4, p < 0.001) ( Table 3) .
Discussion
In the context of the South Sudan polio program, this study has highlighted the importance of pre-campaign community education and awareness of polio in increasing campaign participation and subsequent immunisation coverage. Eleven payams were reported to have less than 90% immunisation coverage following the November 2013 polio campaign, which should be considered during planning of future immunisation rounds. More emphasis should be placed Use of Mobile Technology during a Polio Campaign in South Sudan on ensuring immunisation is equitable according to geographic area and household socio-economic index in future rounds. Pre-campaign mapping of areas missed during previous rounds of immunisation and post-campaign monitoring of education and immunisation coverage, particularly among high-risk areas and population groups, is encouraged. It is important to acknowledge the methodological limitations of this study. First, the analyses presented do not account for the cluster sampling design and only univariable associations are presented. Reported results are also subject to the potential of both reporter and respondent bias, that may over-estimate the coverage of Red Cross education visits and polio campaign immunisation coverage. Selection of villages and households within each payam was made by individual supervisors, in consultation with the local district health team, and may not be representative of the payam as a whole and the sample size within some payams may not be powered to provide statistically significant results for that payam. Differential access to payams (for example, poor road infrastructure or rural location) may also have affected results of both immunisation and survey teams.
The use of mobile information technology during the polio campaign enabled standardised, coded data to be collected and analysed, and has the potential to inform polio planning and programming at different levels of decision-making. Electronic data collection has the potential to more readily integrate other tools including GPS, barcode, photographic and timestamp information and to save time and cost compared to paper-based alternatives. The technology could be readily applied to other polio program activities, for example acute flaccid paralysis (AFP) case surveillance, logistics and cold chain monitoring. Future adoption of this technology in other settings would need to take into account the mobile data network infrastructure as well as local guidelines on data management and security. Additional training and education needs of end users must also be considered. Less than half of all households surveyed had GPS co-ordinates recorded, which may highlight a gap in training and supervision. Further studies to compare the effectiveness of electronic data collection and other applications in polio planning and programming are encouraged. 
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